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Abstract
Venous thromboembolism (VTE) is a leading cause of morbidity and mortality worldwide.
However, the mechanisms by which clots are formed in the deep veins have not been determined.
Tissue factor (TF) is the primary initiator of the coagulation cascade and is essential for
hemostasis. Under pathological conditions, TF is released into the circulation on small-membrane
vesicles termed microparticles (MPs). Recent studies suggest that elevated levels of MPTF may




Venous clots are fibrin rich and are treated with anticoagulant drugs. Tissue factor (TF) is a
47-kDa transmembrane glycoprotein that is the primary initiator of coagulation in vivo (1).
However, until recently few studies had investigated the role of TF in venous thrombosis.
TF is constitutively expressed in perivascular cells and is essential for hemostasis. Vessel
injury exposes extravascular TF to factor VII/VIIa in blood and allows for the formation of a
TF–factor VIIa complex. Importantly, TF increases the catalytic activity of factor VIIa two
million–fold (2). The TF–factor VIIa complex activates both factor X and factor IX, which
results in the formation of thrombin and ultimately cross-linked fibrin. This review discusses
our current understanding of the cellular sources of TF that may trigger venous
thromboembolism (VTE).
TISSUE FACTOR EXPRESSION
Under normal conditions, TF is not expressed by vascular cells that are in contact with the
blood, including vascular endothelial cells (ECs). One exception is the very low levels of TF
in a subset of CD14-positive monocytes (3). In contrast, high levels of TF are expressed by
pericytes and adventitial fibroblasts in and around the vessel wall and by epithelial cells
surrounding organs and at body surfaces (4–6). Therefore, TF is localized predominantly to
the tunica media and tunica adventitia in blood vessels, which prevents inappropriate
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activation of coagulation in the absence of vascular injury. In addition, TF is expressed in
the parenchyma of highly vascularized organs such as the placenta, brain, heart, kidneys,
and lungs and protects these organs from excessive hemorrhage (4,5).
Numerous studies have demonstrated the induction of TF expression in peripheral blood
monocytes in various disease states. For instance, exposure of monocytes to bacterial
lipopolysaccharide (LPS) induces TF expression (7). Some studies have found that platelets
contain TF mRNA and protein, whereas other studies have failed to detect TF in platelets
(8–14). Despite the fact that cultured ECs express TF after stimulation (15–17), evidence for
TF expression by ECs in vivo is very limited (18–25). In one study, TF staining on the
surface of ECs in the aortas of septic baboons colocalized with the leukocyte marker P-
selectin glycoprotein-1 (PSGL-1), which suggests that some of the staining was due to the
binding of leukocyte-derived, TF-positive microparticles (MPs) (see below) (21).
VENOUS THROMBOSIS
VTE, a disease characterized by the development of deep-vein thrombosis (DVT) and/or
pulmonary embolism (PE), is a cause of substantial morbidity and mortality worldwide.
Studies have estimated that in the United States 900,000 patients develop VTE annually and
that 300,000 of those patients die due to PE (26–28). VTE is a multifactorial disease that can
be influenced by genetic factors (e.g., factor V Leiden, prothrombin 20210 gene mutation),
acquired factors (e.g., antiphospholipid antibodies), and environmental factors (e.g.,
immobility, surgery). VTE is thought to be triggered by alterations in the blood composition
(thrombophilia), changes in blood flow (e.g., stasis), and/or activation of the endothelium.
Venous thrombi are fibrin-rich clots that form on the surface of the endothelium in the
absence of gross vessel wall injury (29).
Under normal conditions the endothelial surface inhibits coagulation because of the presence
of various proteins, such as tissue factor pathway inhibitor (TFPI), thrombomodulin (TM),
and the endothelial cell protein C receptor (EPCR) (30). In addition, the proteoglycans
heparan sulfate and dermatan sulfate bind the anticoagulants antithrombin and heparin
cofactor II (30). However, physical (e.g., vascular damage) or functional (e.g., hypoxia)
perturbation of the endothelium promotes thrombosis due to reduced expression of
anticoagulants and the induction of TF expression (31). A majority of DVTs occur within
the valve pockets of deep venous valves, which are exposed to periods of stasis and low
oxygen levels (32). Venous valves have adapted to this phenomenon by expressing higher
levels of TM and EPCR (32). However, despite this additional protection, valve pockets are
thought to be the most common site of thrombosis (33). Recent studies have investigated the
role of TF in venous thrombosis.
STASIS: VESSEL WALL TISSUE FACTOR
Numerous studies have shown that venous stasis plays a significant role in the pathogenesis
of VTE. Gibbs (34) demonstrated that the risk of DVT increases in parallel with the amount
of time that a patient is bedridden. Furthermore, DVT occurs more frequently in the
paralyzed limb of a hemiplegic patient compared with the unaffected limb and equally
frequently in the two limbs of a paraplegic patient (35). The increased risk of VTE
associated with immobility diminishes with ambulation or the use of pneumatic leg
compression devices (36).
Deep venous valve pockets are naturally susceptible to periods of blood stasis and constitute
the primary location of thrombus formation in veins (32). Venous valve pockets assist blood
return to the right atrium of the heart by preventing backflow of blood in response to gravity.
Muscular contractions in the leg and thigh facilitate blood return to the heart by compressing
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the deep veins. In the absence of activity (e.g., immobility or bed rest), there are reduced
blood flow and stasis in the deep valve pockets. Teleologically, it appears that the higher
levels of TM and EPCR expression provide extra anticoagulation protection to the
endothelium at these locations (32). However, as blood stasis persists, the ability of the
endothelium to prevent coagulation diminishes. This occurs through two primary
mechanisms: (a) the accumulation of prothrombotic substances within the valve pocket and
(b) local hypoxia. Normally, prothrombotic substances within the valve pocket are washed
downstream and are inactivated in the capillary beds of the lungs, which are coated with TM
and heparan sulfate (37). Thus, an alteration in blood flow can result in the accumulation of
numerous prothrombotic agents, such as TF-positive MPs and thrombin. In addition,
measurement of oxygen pressure in valve pockets demonstrates that hemoglobin undergoes
rapid desaturation under static conditions, leading to hypoxic responses in leukocytes,
platelets, and ECs (38). Hypoxia stimulates TF expression on cultured monocytes and
concomitantly increases the release of TF-positive MPs (39,40). Furthermore, the exposure
of ECs to hypoxic conditions results in P-selectin expression, thereby creating a potential
docking site for nascent TF-positive MPs, as well as for platelets, leukocytes, and leukocyte-
or tumor-derived MPs expressing PSGL-1 (41–43).
BLOOD COMPONENT: MICROPARTICLE TISSUE FACTOR
A decade ago, Giesen et al. (44) first reported that so-called circulating TF or blood-borne
TF can contribute to the formation of an ex vivo thrombus. The authors suggested that
circulating TF may enhance the propagation of a thrombus triggered by vessel wall TF
through its ability to sustain thrombin production at the clot surface. The majority of
circulating TF is in the form of MPs (also called microvesicles) (Figure 1). These are small
(<1-µM) membrane vesicles released from activated or apoptotic cells (45). TF-positive
MPs may be generated from monocytes, ECs, vascular smooth muscle cells, tumor cells, and
possibly platelets (1). One study using monocytic cells found that TF-positive MPs arise
from distinct membrane microdomains where TF is colocalized with PSGL-1 (12). In
healthy individuals, very low levels of TF-positive MPs are present in platelet-free plasma.
Importantly, elevated levels of TF-positive MPs have been observed in patients with a
variety of diseases, including cancer, cardiovascular disease, sickle cell disease, and
endotoxemia (46–49). Many of these diseases are associated with VTE.
Reports using intravital microscopy revealed that hematopoietic cell–derived, TF-positive
MPs contribute to thrombosis in mouse cremaster arterioles injured with a laser (50).
Another study noted that TF was present only at the edges of hemostatic clots, although it
was present throughout thrombotic clots (51). This suggested that TF-positive MPs are
continuously incorporated into a nascent thrombus, although this study did not demonstrate
that TF was functional. One likely mechanism for the accumulation of leukocyte-derived
MP TF in growing thrombi is through the interaction of PSGL-1 on the MPs with P-selectin
on the surface of the activated platelet or activated ECs (42,52) (Figure 1).
ANIMAL MODELS OF VENOUS THROMBOSIS
Himber and colleagues (53) showed that the inhibition of TF reduced thrombus growth on a
collagen-coated cotton thread inserted into the jugular veins of rabbits. Another study found
that MPs from acute coronary syndrome patients triggered venous thrombosis in a rat model
in a TF-dependent manner (54). In contrast to these data that support a role of MP TF in
VTE, the role of cellular TF expression in VTE is less clear. Research efforts have utilized
animal models to evaluate the role of TF expressed by different cell types. Ligation of the
inferior vena cava (IVC) is frequently used to induce venous stasis, thereby promoting
formation of venous thrombosis. One study showed that inhibition of the TF–factor VIIa
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complex reduced thrombosis in an IVC ligation model in nonhuman primates (55). In a rat
model of IVC ligation, TF staining was observed in both leukocytes and ECs associated with
the clot (56). However, these studies did not address the source of TF that drives thrombosis.
One study showed that in healthy mice TF expression by non–bone marrow cells drove
thrombosis without a detectable contribution of TF by bone marrow cells (57). More
recently, investigators demonstrated that deleting the TF gene in myeloid cells reduced
thrombosis in an IVC stenosis model (58). These results indicate that TF expression by both
bone marrow and non–bone marrow cells contributes to thrombosis following IVC ligation.
Further studies are needed to determine the cellular sources of TF that trigger venous
thrombosis in other venous thrombosis models, such as the stenosis model that has minimal
injury to the vessel wall.
VENOUS THROMBOEMBOLISM AND CANCER: ROLE OF TUMOR-DERIVED
MICROPARTICLE TISSUE FACTOR
VTE remains a leading cause of cancer-associated morbidity and mortality (59). Cancer is
associated with a fourfold increase in VTE, and the use of chemotherapy further enhances
the risk of VTE to six- or sevenfold compared with the general population (60). Why do
cancer patients have a higher risk of VTE? An early study by Dvorak and colleagues (61)
found that tumor cells shed membrane vesicles (now termed MPs) that carry procoagulant
activity. Furthermore, these researchers proposed that these MPs may account for the
activation of the coagulation system associated with malignancy. Subsequent studies showed
that TF is the major procoagulant activity of these MPs. Mouse tumor models have
investigated the production and function of tumor-derived MPs. Human colorectal tumors
grown in mice released TF antigen into the plasma (62). Interestingly, the level of the
circulating TF was proportional to the size of the tumor, and tumors expressing higher levels
of TF released more TF into the circulation. Davila and colleagues (63) found that human
pancreatic tumors released TF-positive MPs into the circulation and that these MPs activated
coagulation in a TF-dependent manner. Finally, researchers found that tumor-derived MPs
enhance thrombosis in mice (43).
In humans, tumors expressing higher levels of TF are associated with a higher incidence of
VTE (64). For instance, 28.3% of patients with pancreatic cancer, compared with only 5.7%
of colon cancer patients, develop VTE within a year of metastatic malignancy (64).
Moreover, the level of TF expression increases with an advancement of cancer (65,66). One
study showed that pancreatic cancer patients with tumors expressing high TF levels had a
VTE rate of 26.3% compared with a 4.5% rate in patients with low TF expression.
Importantly, several studies demonstrated that levels of circulating MPTF activity are
significantly elevated in cancer patients (47,67–70). A recent retrospective analysis using
impedance-based flow cytometry to detect TF-positive MPs reported that tumor-derived TF-
positive MPs are elevated in cancer patients with VTE compared with idiopathic VTE
controls and non-VTE cancer controls (71). We measured MP TF activity in 11 pancreatic
cancer patients over a 30-week period in a pilot study. We found that MP TF activity
increased over time in two patients who developed VTE but that such activity remained at
baseline in nine pancreatic cancer patients who did not develop thrombosis. This result
suggested that MP TF activity may be predictive of cancer-associated VTE (67,68). Taken
together, these results suggest that MP TF may be the vehicle that transports the
procoagulant activity from the tumor site to the deep veins to trigger thrombosis (72).
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USE OF MICROPARTICLE TISSUE FACTOR AS A BIOMARKER FOR
VENOUS THROMBOEMBOLISM RISK
A recent study generated a risk-scoring model of predicting cancer-associated VTE (67).
This scoring system was based on five criteria: (a) site of cancer, (b) hemoglobin level, (c)
body mass index, (d) prechemotherapy leukocyte count, and (e) prechemotherapy platelet
count. Another biomarker for VTE risk in this patient population is soluble P-selectin (73).
We and others have focused on circulating TF as a potential biomarker for assessing VTE
risk in cancer patients. Several studies have correlated plasma TF antigen levels, MP TF
levels via flow cytometry, or MP TF activity levels with VTE risk (50,66,67,69–71,74).
Studies in our lab have demonstrated that MP TF activity is significantly elevated in cancer
patients with VTE compared with either non-VTE cancer controls or healthy plasma donors
(67,69). Moreover, researchers have reported that levels of TF-positive MPs in patients with
advanced colorectal cancer correlate with levels of D-dimer, a fibrin degradation product
that is strongly associated with VTE risk (70,75). However, studies measuring MP TF
activity levels report only a modest correlation between MP TF activity and D-dimer
(47,69). Currently, cancer patients routinely do not receive thromboprophylaxis. It is our
hope that validated predictive models inclusive of known VTE risk factors will help to
identify patients who will benefit from thromboprophylaxis.
SURGERY AND TRAUMA
Prior to routine thromboprophylaxis in surgical patients, the rate of DVT accompanying
high-risk general surgery was estimated to be 30%. In addition, 0.9% of those patients
suffered a fatal PE (76). Today, the use of peri- and postoperative anticoagulants has
reduced the risk of VTE. However, high-risk operations, such as lower-extremity orthopedic
surgery (e.g., total hip or total knee replacement), still result in the development of
symptomatic VTE in 1–3% of patients (77). A recent study showed an increase in TF
expression in peripheral blood mononuclear cells of patients receiving total knee
arthroplasty. Interestingly, the increase in TF preceded the median time of diagnosis of
VTE, suggesting that TF was involved in formation of the thrombus (78). Patients with
severe trauma are also at significantly increased risk of VTE. Without prophylactic
antithrombotic therapy, patients with major trauma develop thrombosis in 50–60% of cases
(79). Factors contributing to VTE in such patients are (a) the release of procoagulant
material in response to endothelial damage and inflammation, (b) immobility, and (c)
reduced postoperative fibrinolytic activity (80). Nieuwland and colleagues (81)
demonstrated a procoagulant state in patients undergoing cardiopulmonary bypass.
Pericardial blood from these patients had significantly increased MPTF activity (81). These
data suggest that endothelial damage and/or inflammation in surgical and trauma patients
increase cellular TF expression, as well as the release of TF-positive MPs into the
circulation, that promotes the development of VTE.
TARGETING TISSUE FACTOR TO REDUCE VENOUS THROMBOEMBOLISM
RISK
Vitamin K antagonists and various forms of heparin are used to treat patients with VTE.
More recently, orally available factor Xa inhibitors and thrombin inhibitors have been
effective at reducing VTE in patients undergoing total knee and total hip replacement (82–
86). Although the inhibition of these downstream proteases reduces thrombosis, targeting TF
as the triggering event may be a more effective approach. Indeed, pharmacological
inhibition of TF reduces venous thrombosis in rabbits (53). However, as with all
anticoagulant therapy, a significant concern with inhibition of TF is bleeding. An alternative
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approach would be to inhibit the generation of MPs and/or the incorporation of MPs into a
thrombus. Inhibition of p38 reduces MP generation in tumor necrosis factor α (TNFα)-
stimulated ECs (87). In addition, inhibition of P-selectin reduces VTE in animal models.
Such reduction may be due in part to blocking the accumulation of leukocytes and
leukocyte-derived, TF-positive MPs (88). This finding suggests that preventing the
incorporation of TF-positive MPs into a growing thrombus may be a promising approach for
future antithrombotic therapy.
CONCLUSIONS
There is increasing evidence that many diseases are associated with elevated levels of
circulating TF in the form of MPs. Levels of MP TF may be a useful biomarker to identify
patients at risk for VTE. Further studies are needed to elucidate the mechanism by which
MPs bind to activated endothelium and platelets and trigger thrombosis.
SUMMARY POINTS
1. Tissue factor (TF) is the primary cellular activator of the coagulation protease
cascade.
2. Microparticles (MPs) are membrane vesicles released from activated and
apoptotic cells.
3. Leukocyte- and tumor-derived MPs express P-selectin glycoprotein-1 (PSGL-1)
and bind to P-selectin that is expressed by activated endothelial cells and
platelets.
4. Levels of TF-positive MPs are increased in various diseases, including sepsis
and cancer.
5. TF-positive MPs may trigger venous thrombosis.
6. Inhibition of TF, the generation of MPs, and the binding of MPs to activated
endothelial cells may be novel approaches to reduce venous thrombosis.
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Formation of a venous clot. Venous thrombi are fibrin-rich clots that develop in the absence
of gross endothelial damage. In a healthy vein (left), high levels of tissue factor pathway
inhibitor (TFPI), thrombomodulin (TM), and endothelial cell protein C receptor (EPCR)
maintain an antithrombotic phenotype (normal endothelium). In pathological conditions
(right), elevated levels of tissue factor (TF)-positive microparticles (MPs) are present in the
blood, and reduced blood flow, activation of the venous endothelium, and deposition of
platelets may conspire to trigger formation of a thrombotic clot. Here we present two
potential mechanisms that initiate activation of the coagulation system: (a) TF-positive MPs
expressing P-selectin glycoprotein-1 (PSGL-1) dock to an activated endothelium expressing
P-selectin, and (b) TF-positive MPs bind to activated platelets that adhere to the activated
endothelium. In both cases, the presence of MP TF serves as a potent trigger of coagulation
activation, and the continuous delivery of TF-positive MPs may enhance propagation of the
thrombus.
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